A sling operation is by far the easiest of all ptosis operations to perform. Though it may have important disadvantages, such as the risk of lagophthalmos and lid lag in down gaze, it is the operation of choice for certain cases of gross bilateral ptosis with poor levator function as seen in the blepharophimosis syndrome, cases of mechanical ptosis, and in severe unilateral ptosis covering the pupillary area to prevent amblyopia before a definitive levator operation can be carried out.
Various kinds of material have been used for sling surgery, including skin muscle flaps, non-absorbable sutures, preserved sclera, reconstituted collagen, Silastic bands, and fascia lata. Bodian' used strips of human sclera successfully, whereas Iliff advocated the use of reconstituted collagen. Helveston and Wilson3 used strips of sclera woven with 4-0 Supramid for passing the sling. Tillet and Tillet4 used a silicone sling, and Callahan' used a Silastic band for frontalis suspension. Crawford6 and Fox7 advocated the use of fascia lata.
Methods of passing the sling have been described.' The slings were rhomboidal or pentagonal in shape, and multiple incisions were made during the operation. Most of these methods are tedious and require special instruments such as a fascia lata stripper, a Wright needle, and a Reese ptosis knife for the operation, and they leave ugly scars.
Materials and methods
A modified simple technique of brow suspension is described below which has been carried out successfully on 25 eyes in 15 cases of blepharophimosis with gross ptosis, mechanical ptosis, and ptosis associated with the Marcus Gunn phenomenon after disinsertion of levator muscle from the tarsal plate (Table 1) .
SURGICAL PROCEDURE
The operation is carried out under general anaesthesia. The first step is to lift the lid with the help of the index finger just medial to the centre of the upper lid and observe the contour of the lid margin in relation to the limbus. This gives an approximate idea of the place from which the needle has to be passed.
A 5 mm wide bite is taken about 4 mm away from the lid margin by using a 15 mm curved cutting needle carrying 4-0 Supramid suture. This bite is taken through the orbicularis and the pretarsal tissue (Fig. 1) . The needle is taken out and re-entered through the same point from which it has emerged and carried upwards through the plane between the orbicularis and the levator and through the single incision made above the brow (Figs. 2, 3) . The other arm of the suture is similarly carried through by using a similar needle which enters through the initial opening made by the needle and is then brought out through the incision above the brow (Figs. 4, 5) . A single knot is first tied, the lid is lifted, and the contour of the lid margin in relation to the limbus is observed. The tension on the two arms of the suture is so adjusted that there is no central notching or ectropion (Fig. 6 ). Three square knots are tied, and the skin incision is closed with 5-0 black silk (Fig. 7) . A modified Frost suture is finally made (Fig. 8) .
Results and discussion
Of 15 cases operated upon so far by this technique only one had suture granuloma and infection. The lid lag, which was quite marked at the beginning, was much reduced after three months. The lagophthalmos was minimal. A good symmetrical lift with a good lid fold was obtained (Figs. 9 to 14) . All 
